Accepted for publication 23 July 1986 was first seen at the Hammersmith Hospital at the age of 39 when he complained of lethargy and general malaise. M mode echocardiography and cardiac catheterisation suggested that the aortic regurgitation was only moderate and that aortic valve replacement could safely be deferred. An erythrocyte sedimentation rate of 50 mm in the first hour was also noted but a bacteriological search for endocarditis was negative.
Left atrial myxoma is the most common primary cardiac tumour and is one of the few for which operation offers a complete cure. Clinical findings are variable and non-specific and may mimic almost any other cardiovascular disorder.`Before echocardiography became available, diagnosis of left atrial myxoma, if suspected, was made by angiography or at necropsy or was an unexpected finding during cardiac operation. Cross sectional echocardiography has increased the number of myxomas that are diagnosed before operation. [6] [7] [8] We report the clinical presentation, diagnosis, and management of three patients with left atrial myxoma seen over the past 12 months. These patients are representative of a wide spectrum of manifestations, the true cause of which may be missed when the myxoma does not produce a murmur.
Patients and methods CASE 1 A 48 year old man with chronic aortic regurgitation Requests Accepted for publication 23 July 1986 was first seen at the Hammersmith Hospital at the age of 39 when he complained of lethargy and general malaise. M mode echocardiography and cardiac catheterisation suggested that the aortic regurgitation was only moderate and that aortic valve replacement could safely be deferred. An erythrocyte sedimentation rate of 50 mm in the first hour was also noted but a bacteriological search for endocarditis was negative.
Over the next six years the patient had continued constitutional symptoms and further enlargement of the heart was noted. The arteries to both legs were occluded. A 55 cm stratified embolus with alternating layers of myxoma tissue and thrombus was removed from the right femoral artery. Because of severe brain damage thoracotomy was not attempted and the patient subsequently died.
Necropsy confirmed the presence of embolised myxoma tissue and thrombus both in the legs and carotid arteries. There was a sessile left atrial myxoma, which measured 2-5 cm in its largest diameter, attached to the fossa ovalis ( fig 5) 
produce haemodynamic effects or clinical murmurs. The second type of myxoma is much firmer and usually produces signs of left ventricular inflow tract obstruction that mimic mitral stenosis. The myxoma in patient 1 belonged to the second category but did not produce a murmur because the pedicle was too short and the tumour too large to engage the mitral valve orifice. The myxoma could have been present for a long time and may have been missed by both M mode echocardiography and cardiac catheterisation nine years before the correct diagnosis was made. In both types of myxoma constitutional disturbances may occur in association with anaemia, an increased erythrocyte sedimentation rate, and a variable increase in the concentration of plasma immunoglobulins. One explanation is that the microemboli from the myxomatous tissue, which contain mucopolysaccharides, may function as polyclonal activators of B lymphocytes irrespective of the immunoglobulin receptor on the B cell surface."8 The presumed mitogenic signal for T cell dependent antigens would be generated through the interaction of T cells with the antigen held on the surface of the B cell.19 The autoantibodies produced reflect the characteristics of the population of myxoma cells and their fragments which react with the polyclonal activator. Other explanations such as impaired immune selftolerance might also be feasible. All our patients had constitutional disturbance in association with high erythrocyte sedimentation rate, anaemia, and raised concentrations of C reactive protein.
Cross sectional echocardiography has made a great impact on the diagnosis of intracardiac masses and is more sensitive than M mode echocardiography.6 Its diagnostic accuracy arises from the ability to examine all four intracardiac chambers in several planes. This has made cardiac catheterisation, which is potentially hazardous20 - [24] [25] [26] Surgical excision of cardiac myxomas should be performed without delay. In the Hammersmith experience there have been no recurrences.27 Recurrences have been reported after incomplete excision or growth from a second pretumorous focus.2829 Excision should therefore include a full thickness of atrial septum or wall surrounding the pedicle attachment and the defect created should be patched.
In conclusion, cross sectional echocardiography remains the technique of choice for demonstrating the presence of left atrial myxoma. A high degree of clinical suspicion, extending beyond patients who present with specific cardiological signs, is needed to ensure that these patients are referred for echocardiography. The occurrence of systemic emboli or the presence of constitutional signs with raised erythrocyte sedimentation rate and C reactive protein of unknown aetiology should be regarded as an indication for echocardiography.
